
r-052-/7 	RECEIVED 
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD 

APPLICATION FOR EXEMPTION PERMIT 	DEC 1 3 201/ 
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

HEALTH FACILITE3 
CES REVIEW soma 

Facili /Pro ect Identification 
Facility Name: AMITA Health Alexian Brothers Medical Center 
Street Address: 800 Biesterfield Road 
City and Zip Code: Elk Grove Village, IL 60007 
County: 	Cook Health Service Area VII 	Health Planning Area: A-07 

A 	licant s Provide for each applicant refer to Part 1130.220 — 
Exact Legal Name: Alexian Brothers Medical Center dflata AMITA Health Alexian Brothers Medical Center 
Street Address: 800 Biesterfield Road 
City and Zip Code: Elk Grove Village, IL 60007 
Name of Registered Agent: C T Corporation System 
Registered Agent Street Address.  208 S. LaSalle Street Suite 814 
Registered Agent City and Zip Code: Chicago, IL 60604 
Name of Chief Executive Officer: John Werrbach 
CEO Street Address: 800 Biesterfield Road 
CEO City and Zip Code: Elk Grove Village, IL 60007 
CEO Telephone Number 847/437-5500 

Type of Ownership of Applicants 

X 	Non-profit Corporation 
	

El 	Partnership 
El 	For-profit Corporation 

	
El 	Governmental 

El 	Limited Liability Company 
	

El 	Sole Proprietorship 
	

0 	Other 

o Corporations and limited liability companies must provide an Illinois certificate of good 
standing. 

o Partnerships must provide the name of the state in which they are organized and the name and 
address of each partner specifying whether each is a general or limited partner. 

APPEND DOCUMENTATION AS ATTACHMENT -I IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

Primary Contact Person to receive ALL corres ondence or in uiri 
Name: Jacob M. Axel 
Title: President 
Company Name: Axel & Associates, Inc. 
Address: 675 North Court, Suite 210 Palatine, IL 60067 
Telephone Number: 847/776-7101 
E-mail Address: jacobmaxel@msn.com  
Fax Number: 847(776-7004 

Additional Contact [Person who is also authorized to discuss the application for 
exemption permiti  
Name: 	 none 
Title: 
Company Name: 
Address: 
Telephone Number: 
E-mail Address: 
Fax Number: 

This Section must be completed for all projects. 



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR EXEMPTION PERMIT 

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects. 
Facili /Pro ect Identification 
Facility Name: AMITA Health Alexian Brothers Medical Center 
Street Address* 800 Biesterfield Road 
City and Zip Code: Elk Grove Village, IL 60007 
County: 	Cook Health Service Area VII 	Health Planning Area: A-07 

A 	licant s Provide for each applicant refer to Part 1130.220 n 
Exact Legal Name: Ascension Health 
Street Address: 4600 Edmunson Road 
City and Zip Code: St Louis, MO 63134 
Name of Registered Agent: Illinois Corporation Service C 
Registered Agent Street Address: 801 Adlai Stevenson Drive 
Registered Agent City and Zip Code: Springfield, IL 62703 
Name of Chief Executive Officer: Anthony R. Tersigni, Ed.D, FACFIE 
CEO Street Address 4600 Edmunson Road 
CEO City and Zip Code: St. Louis, MO 63134 
CEO Telephone Number: 314/737-8000 

Type of Ownership of Applicants 

X 	Non-profit Corporation 
	

O 	Partnership 
• For-profit Corporation 

	
• 	Governmental 

• Limited Liability Company 
	

• 	Sole Proprietorship 
	

0 	Other 

o Corporations and limited liability companies must provide an Illinois certificate of good 
standing. 

o Partnerships must provide the name of the state in which they are organized and the name and 
address of each partner specifying whether each is a general or limited partner. 

APPEND DOCUMENTATION AS ATTACHMENT I IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

Primary Contact Person to receive ALL correspondence or in uiries 
Name: Jacob M. Axel 
Title: President 
Company Name: Axel & Associates, Inc. 
Address: 675 North Court, Suite 210 Palatine, IL 60067 
Telephone Number: 847/776-7101 
E-mail Address: jacobmaxel©msn.com  
Fax Number: 847/776-7004 

Additional Contact [Person who is also authorized to discuss the application for 
exemption permit 
Name: 	 none 
Title: 
Company Name: 
Address- 
Telephone Number: 
E-mail Address: 
Fax Number: 



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR EXEMPTION PERMIT 

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects. 

Facility/Project Identification 
Facility Name: AMITA Health Alexian Brothers Medical Center 
Street Address: 800 Biesterfield Road 
City and Zip Code: Elk Grove Village, IL 60007 
County: 	Cook Health Service Area VII 	Health Planning Area: A-07 

A 	Ilcan s Provide for each applicant refer to Part 1130 220 
Exact Legal Name: 	Alexian Brothers-AHS Midwest Region Health Co. d/b/a AMITA Health 
Street Address: 	 3040 West Salt Creek Road 
City and Zip Code: 	Arlington Heights, IL 60005 
Name of Registered Agent: C T Corporation System 
Registered Agent Street Address: 208 S. La Salle Street, Suite 814 
Registered Agent City and Zip Code: Chicago, IL 60604 
Name of Chief Executive Officer: Mark A. Frey 
CEO Street Address: 3040 West Salt Creek Road 
CEO City and Zip Code: Arlington Heights, IL 60005 
CEO Telephone Number: 847/815-5100 

Type of Ownership of Applicants 

X 	Non-profit Corporation 	 • 	Partnership 
O For-profit Corporation 	 • 	Governmental 
O Limited Liability Company 

	
O 	Sole Proprietorship 

	
0 	Other 

o Corporations and limited liability companies must provide an Illinois certificate of good 
standing. 

o Partnerships must provide the name of the state in which they are organized and the name and 
address of each partner specifying whether each is a general or limited partner. 

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

Primary Contact Person to receive ALL correspondence or in uiries 
Name: 

. 	 , 	. 
Jacob M. Mel 

Title: President 
Company Name: Mel & Associates, Inc. 
Address: 675 North Court, Suite 210 Palatine, IL 60067 
Telephone Number: 847/776-7101 
E-mail Address: jacobmaxel@msn.com  
Fax Number: 847/776-7004 

itional Contact [Person who is also authorized to discuss the application for 
exemption permit 
Name: 	 none 
Title: 
Company Name: 
Address: 
Telephone Number: 
E-mail Address: 
Fax Number 



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR EXEMPTION PERMIT 

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects. 

Facility/Project Identification 
Facility Name: AMITA Health Alexian Brothers Medical Center 
Street Address* 800 Biesterfield Road 
City and Zip Code: Elk Grove Village, IL 60007 
County: 	Cook Health Service Area VII 	Health Planning Area: A-07 

A 	lican s Provide for each applicant refer to Part 1130.220 ,. 
Exact Legal Name: 	Alexian Brothers Health System 
Street Address: 	 3040 West Salt Creek Road 
City and Zip Code: 	Arlington Heights, IL 60005 
Name of Registered Agent: C T Corporation System 
Registered Agent Street Address: 208 S. La Salle Street, Suite 814 
Registered Agent City and Zip Code: Chicago, IL 60604 
Name of Chief Executive Officer: Mark A. Frey 
CEO Street Address-  3040 West Salt Creek Road 
CEO City and Zip Code: Arlington Heights, IL 60005 
CEO Telephone Number: 847/815-5100 

Type of Ownership of Applicants 

X 	Non-profit Corporation 
o For-profit Corporation 
o Limited Liability Company 

o Partnership 
0Governmental 
o Sole Proprietorship 0 Other 

o Corporations and limited liability companies must provide an Illinois certificate of good 
standing. 

o Partnerships must provide the name of the state in which they are organized and the name and 
address of each partner specifying whether each is a general or limited partner. 

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

Primary Contact Person to receive ALL correspondence or inciuiries 
Name: 

, 	 . 	. 
Jacob M. Axel 

Title: President 
Company Name: Axel & Associates, Inc. 
Address.  675 North Court, Suite 210 Palatine, IL 60067 
Telephone Number: 847/776-7101 
E-mail Address: jacobmaxel@msn.com  
Fax Number: 847/776-7004 

onal Contact[Person who is also authorized to discuss the application for 
exemption permit 
Name: 	 none 
Title: 
Company Name: 
Address: 
Telephone Number: 
E-mail Address: 
Fax Number: 



Post Exemption Permit Contact 
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON 
MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED 
AT 20 ILCS 3960 
Name: John Wentach 
Title: CEO 
Company Name: AMITA Health Alexian Brothers Medical Center 
Address: 800 Biesterfield Road Elk Grove Village, IL 600007 
Telephone Number: 847/437/5500 
E-mail Address: john.werrbach@amitahealth.org  
Fax Number: 

Site Ownership 
Provide this information for each applicable site 

Exact Legal Name of Site Owner: Alexian Brothers Medical Center 
Address of Site Owner: 	800 Biesterfield Road Elk Grove Village, IL 600007 
Street Address or Legal Description of the Site: 	800 Biesterfield Road Elk Grove Village, IL 600007 
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of 
ownership are property tax statements, tax assessors documentation, deed, notarized statement 
of the corporation attesting to ownership, an option to lease, a letter of intent to lease, or a lease. 

APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 

Operating Identity/Licensee 
Provide this information for each applicable facility and insert after this oaae. 

Exact Legal Name: 	AMITA Health Alexian Brothers Medical Center 
Address: 	800 Biesterfield Road Elk Grove Village, IL 600007 

X 	Non-profit Corporation 	 E 	Partnership 
o For-profit Corporation 	 0 	Governmental 
o Limited Liability Company 	 IN 	Sole Proprietorship 	IN 	Other 

o Corporations and limited liability companies must provide an Illinois Certificate of Good Standing. 
o Partnerships must provide the name of the state in which organized and the name and address of 

each partner specifying whether each is a general or limited partner. 
o Persons with 5 percent or greater interest in the licensee must be identified with the % of 

ownership. 

APPEND DOCUMENTATION AS ATTACHMENT 3, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 	. 

Organizational Relationships 
Provide (for each applicant) an organizational chart containing the name and relationship of any person or 
entity who is related (as defined in Part 1130.140). If the related person or entity is participating in the 
development or funding of the project, describe the interest and the amount and type of any financial 
contribution. 

APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 



Flood Plain Requirements 
Refer to application instructions. 

Provide documentation that the project complies with the requirements of Illinois Executive Order #2006-5 
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements, 
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain 
maps can be printed at www.FEMA.qov  or www.illinoisfloodmaps.orq. This map must be in a 
readable format. In addition, please provide a statement attesting that the project complies with the 
requirements of Illinois Executive Order #2006-5 (http:// www.illinois.qovisites/hfsrb).   

APPEND DOCUMENTATION AS ATTACHMENT 5, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 

Historic Resources Preservation Act Requirements 
Refer to application instructions. 

Provide documentation regarding compliance with the requirements of the Historic Resources 
Preservation Act. 

APPEND DOCUMENTATION AS ATTACHMENTS, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 

DESCRIPTION OF PROJECT 

1. 	Project Classification 
[Check those applicable - refer to Part 1110.40 and Part 1120.20(b)] 

Part 1110 Classification! 

Change of Ownership 

X 	Discontinuation of an Existing Health Care Facility 
or of a category of service 

fl 	Establishment or expansion of a neonatal intensive 
care or beds 



2. 	Narrative Description 
In the space below, provide a brief narrative description of the project. Explain WHAT is to be done in 
State Board defined terms, NOT WHY it is being done. If the project site does NOT have a street 
address, include a legal description of the site. Include the rationale regarding the project's classification 
as substantive or non-substantive. 

The applicants, shortly following the approval of this Certificate of Exemption application, 
will discontinue AMITA Health Alexian Brothers Medical Center's ("ABMC's") 16-bed inpatient 
pediatrics service. The unit's average daily census in 2016 was 3.4 patients, and year-to-date 
utilization is tracking below last year. The hospital will continue to treat pediatric patients 
through the Emergency Department, a variety of outpatient services that will treat pediatric 
patients, and via network of pediatricians and family physicians officed on ABMC's campus. 

AMITA Health has focused its pediatric care in the northwest suburbs on the AMITA 
Health St. Alexius Medical Center campus, located less than ten miles to the west of ABMC. 
That campus provides a wide array of inpatient and outpatient pediatrics services, including a 
pediatric Emergency Department, a 17-bed pediatrics unit, a pediatric ICU, inpatient and 
outpatient pediatric psychiatry programs and over sixty pediatric specialists, many of whom also 
have offices at ABMC. 

The proposed project is limited to the discontinuation of ABMC's inpatient pediatric 
program, and no other services will be impacted. 

The proposed discontinuation qualifies for consideration by the IHFSRB as a Certificate 
of Exemption, consistent with the provisions of Section 1130.410.b. 



Project Costs and Sources of Funds (Neonatal Intensive Care Services only) 

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a 
project or any component of a project is to be accomplished by lease, donation, gift, or other means, the 
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated 
project cost. If the project contains non-reviewable components that are not related to the provision of 
health care, complete the second column of the table below. Note, the use and sources of funds must be 
equal. 

Project Costs and Sources of Funds 
USE OF FUNDS CLINICAL NONCLINICAL TOTAL 

Preplanning Costs 

Site Survey and Soil Investigation 

Site Preparation 

Off Site Work 

New Construction Contracts 

Modernization Contracts 

Contingencies 

Architectural/Engineering Fees 

Consulting and Other Fees 

Movable or Other Equipment (not in construction 
contracts) 

Bond Issuance Expense (project related) 

Net Interest Expense During Construction (project 
related) 

Fair Market Value of Leased Space or Equipment 

Other Costs To Be Capitalized 

Acquisition of Building or Other Property (excluding 
land) $0 $0 $0 
TOTAL USES OF FUNDS 

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL 
Cash and Securities 

Pledges 

Gifts and Bequests 
Bond Issues (project related) 

Mortgages 
Leases (fair market value) 

Governmental Appropriations 
Grants 

Other Funds and Sources 

TOTAL SOURCES OF FUNDS 
SO SO El 

• NOTE: ITEMIZATION OF EACH LINE rrEm MUST BE PROVIDED AT ATTACHMENT 7, N NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 



Land acquisition is related to project 	0 Yes 	X No 
Purchase Price: 	$ 
Fair Market Value: $ 

The project involves the establishment of a new facility or a new category of service 
ID Yes X No 

If yes, provide the dollar amount of all non-capitalized operating start-up costs (including operating deficits 
through the first full fiscal year when the project achieves or exceeds the target utilization specified in Part 
lion 

Estimated start-up costs and operating deficit cost is $ 

Related Project Costs 
Provide the following information, as applicable, with respect to any land related to 
the project that will be or has been acquired during the last two calendar years: 

Project Status and Completion Schedules 
For facilities in which prior permits have been issued please provide the permit numbers. 
Indicate the stage of the project's architectural drawings: 

X None or not applicable 	U Preliminary 

Schematics 	 0 Final Working 
Anticipated project completion date (refer to Part 1130.140): _February 1, 2018 

Indicate the following with respect to project expenditures or to financial commitments (refer to Part 
1130.140): 

Not Applicable 

Purchase orders, leases or contracts pertaining to the project have been executed. 
Financial commitment is contingent upon permit issuance. Provide a copy of the contingent 

"certification of financial commitment" document, highlighting any language related to coN Contingencies 
fl Financial Commitment will occur after permit issuance. 

. 	 . 
APpejoboCuMiNTATIOtsi AS ATTACHMENT 8; IN NUMERIC SEQUENTIAL:ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM; 	, 

State Agency Submittals [Section 1130.620(c)] 
Are the following submittals up to date as applicable: 

X Cancer Registry 
X APORS 
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been 
submitted 
X All reports regarding outstanding permits 
Failure to be up to date with these requirements will result in the application for permit being 
deemed incomplete.  



)01,2/44  
SIGNATURE 

boNo Ps  
PRINTED NAME 

4W,161--froT Acakt—APAL_ 
PRINTED TITLE 

Li 
URE 

oft,J /1)e.e.e640H 
RINTED NAME 

Notarization: 
Subscribed and sIrn to befgre me 
this  //  day of  :C,- 

30/7 

Signat 	f Nota 
cezit: 

Seal 
MARGARET J WENDELL 

OFFICIAL SEAL 
Notary Public, State of Illinois 
My Commission Expires 

Seotemhnr 05 2018 

CERTIFICATION 
The Application must be signed by the authorized representatives of the applicant entity. Authorized 
representatives are: 

o in the case of a corporation, any two of its officers or members of its Board of Directors; 

o in the case of a limited liability company, any two of its managers or members (or the sole 
manager or member when two or more managers or members do not exist); 

o in the case of a partnership, two of its general partners (or the sole general partner, when two or 
more general partners do not exist); 

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more 
beneficiaries do not exist); and 

o in the case of a sole proprietor, the individual that is the proprietor. 

This Application is filed on the behalf of Alexian Brothers Medical Center d/bIa 
AMITA Alexian Health Alexian Brothers Medical Center_* in accordance with the 
requirements and procedures of the Illinois Health Facilities Planning Act. The undersigned 
certifies that he or she has the authority to execute and file this Application on behalf of the 
applicant entity. The undersigned further certifies that the data and information provided herein, 
and appended hereto, are complete and correct to the best of his or her knowledge and belief. 
The undersigned also certifies that the fee required for this application is sent herewith or will be 
paid upon request. 

get-51,0  6,1-7 	e0  
PRINTED TITLE 

Notarization: 
Subscribed and swpin to before me 
this r).0"—day  of  winith,Aai  240  1--7 

4. arukno  
Signature of tary 

w — 	 
Seal I 	OFFICIAL SEAL -- I 

NANCY H. BRIGGS 
Notary Public - State of Illinois 	I 

*Ir— sert t  triaSableRPrgnt 



CERTIFICATION  
The Application must be signed by the authorized representatives of the applicant entity. Authorized 
representatives are: 

o in the case of a corporation, any two of its officers or members of its Board of Directors; 

o in the case of a limited liability company, any two of its managers or members (or the sole 
manager or member when two or more managers or members do not exist); 

o in the case of a partnership, two of its general partners (or the sole general partner, when two or 
more general partners do not exist); 

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more 
beneficiaries do not exist); and 

o in the case of a sole proprietor, the individual that is the proprietor. 

This Application is filed on the behalf of _Ascension Ascension Health 	  
In accordance with the requirements and procedures of the Illinois Health Facilities Planning Act. 
The undersigned certifies that he or she has the authority to execute and file this Application on 
behalf of the applicant entity. The undersigned further certifies that the data and Information 
provided herein, and appended hereto, are complete and correct to the best of his or her 
knowledge and belief. The undersigned also certifies that the fee required for this application is 
sent herewith or will be paid upon request. 

SIGNATURr—(  

    

    

   

RtelstA.uelciet(cit ovN 

   

C Mc Coy  
PRINTED NAME 

1\ Ss' i sk-xtv.k curt-A-ay./ 
PRINTED TITLE 

     

     

  

PRINTED NAME 

ASS; 1-rx_n( TvcasuvtV - 

  

    

    

  

PRINTED TITLE 

   

     

Notarization: 
Subscribed and sworn to before me 
this tei4-4= day of  I3ooerbtf , ao  t 

Notarization: 
Subscribed and sworn to before me 
this  latli day of  41/1)/1-Iffatfli cL  S /7 

re of No ary 

Seal 

as- 
ELFRIEDE M. ROME 	Sign 

Notary Public - Nom Seal 	i 
STATE OF MISSOURI 

Comm. Number 01505402 Seal 
St. Louis County 

My Commission Expires:July 131 2020  

.„ 
e of *TRICIA 0. CHI IOD 

Notary Public • Notary Seal 
State of Missouri. St Louis County 
Commission Number 12383265 

My Commission Expires Aug 15. 2020 

*Insert the EXACT legal name of the applicant 

/I 



IGNATURE 

Fa..Esatrae- 

Signa 
MARGARET J WENDELL 

OFFICIAL SEAL 
Notary Public, State of Illinois 
My Commission Expires 

September 05, 2018 

Seal 

*Insert e 

Signa U1 •f I 

MARGARET J WENDELL 
OFFICIAL SEAL 

Notary Public, Slate of Illinois 
My Commission Expires 

September 05, 2018 

Seal 

ant 

CERTIFICATION 
The Application must be signed by the authorized representatives of the applicant entity. Authorized 
representatives are: 

o in the case of a corporation, any two of its officers or members of its Board of Directors; 

o in the case of a limited liability company, any two of its managers or members (or the sole 
manager or member when two or more managers or members do not exist); 

o in the case of a partnership, two of its general partners (or the sole general partner, when two or 
more general partners do not exist); 

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more 
beneficiaries do not exist); and 

o in the case of a sole proprietor, the individual that is the proprietor. 

This Application is filed on the behalf of _Alexian Brothers-AHS Midwest Region 
Health Co. d/b/a AMITA Health_* in accordance with the requirements and procedures 
of the Illinois Health Facilities Planning Act. The undersigned certifies that he or she has the 
authority to execute and file this Application on behalf of the applicant entity. The undersigned 
further certifies that the data and information provided herein, and appended hereto, are complete 
and correct to the best of his or her knowledge and belief. The undersigned also certifies that the 
fee required for this application is sent herewithprwql be paid upon request 

PRINTED NAME 	 PRINTED NAME 

PeFsLeepr) 0-B5D 	S\JP/Cfo 
PRINTED TITLE 	 PRINTED TITLE 

Notarization: 
Subscribed and sw to before me 
this  I/  day of 	eeethetc Z4/9 

Notarization: 
Subscribed and slim to before me 

a  this 	day of 	e_e.e.4./ird," •Z-0/7 



GNATURE 

Signat 

MARGARET .1 WENDELL 
OFFICIAL SEAL 

Notary Public, Slated f Illinois 
My Commission Expires 

September 05.2018 

Seal 

icant 

MARGARET J WENDELL 
OFFICIAL SEAL Notaiy Public. State of Illinois 

MY. roCo 
T Warbai MAMA  q10. 2 • *Ins 

Signatujif Notary 

Sea 

CERTIFICATION  
The Application must be signed by the authorized representatives of the applicant entity. Authorized 
representatives are: 

o 	in the case of a corporation, any two of its officers or members of its Board of Directors; 

o in the case of a limited liability company, any two of its managers or members (or the sole 
manager or member when two or more managers or members do not exist); 

o in the case of a partnership, two of its general partners (or the sole general partner, when two or 
more general partners do not exist); 

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more 
beneficiaries do not exist); and 

o in the case of a sole proprietor, the individual that is the proprietor. 

This Application is filed on the behalf of _Alexian Brothers Health System 	 
in accordance with the requirements and procedures of the Illinois Health Facilities Planning Act. 
The undersigned certifies that he or she has the authority to execute and file this Application on 
behalf of the applicant entity. The undersigned further certifies that the data and information 
provided herein, and appended hereto, are complete and correct to the best of his or her 
knowledge and belief. The unders"gned also certif 	at the fee required for this application is 
sent herewith or will be paid up • request 

SIG TURE 

MoveL A. CP-e-f 	Qpitti... 	test—C.— 
PRINTED NAME PRINTED NAME 

-PZEctDEAr (CEO 
PR NTED TITLE 

Notarization: 
Subscribed and s5 to before me 
this  // 17-day of 	ezia—ef Z4( 7 

Notarization: 
Subscribed and s orn to before me , 
this  /1 Vday of / 	 ec9 

PRINTED TITLE 

77 



SECTION II. DISCONTINUATION 

This Section is applicable to the discontinuation of a health care facility maintained by a 
State agency. NOTE: If the project is solely for discontinuation and if there is no 
project cost, the remaining Sections of the application are not applicable. 

Type of Discontinuation 

Discontinuation of an Existing Health Care Facility 

X 	Discontinuation of a category of service 

Criterion 1110.130 - Discontinuation 

READ THE REVIEW CRITERION and provide the following information: 
GENERAL INFORMATION REQUIREMENTS 

1. Identify the categories of service and the number of beds, if any, that are to be discontinued. 

2. Identify all of the other clinical services that are to be discontinued. 

3. Provide the anticipated date of discontinuation for each identified service or for the entire facility. 

4. Provide the anticipated use of the physical plant and equipment after the discontinuation occurs. 

5. Provide the anticipated disposition and location of all medical records pertaining to the services 
being discontinued, and the length of time the records will be maintained. 

6. For applications involving the discontinuation of an entire facility, provide certification by an 
authorized representative that all questionnaires and data required by HFSRB or DPH (e.g., annual 
questionnaires, capital expenditures surveys, etc.) will be provided through the date of 
discontinuation, and that the required information will be submitted no later than 90 days following 
the date of discontinuation. 

7. Upon a finding that an application to close a health care facility is complete, the State Board shall 
publish a legal notice on 3 consecutive days in a newspaper of general circulation in the area or 
community to be affected and afford the public an opportunity to request a hearing. If the 
application is for a facility located in a Metropolitan Statistical Area, an additional legal notice shall 
be published in a newspaper of limited circulation, if one exists, in the area in which the facility is 
located. If the newspaper of limited circulation is published on a daily basis, the additional legal 
notice shall be published on 3 consecutive days. The legal notice shall also be posted on the Health 
Facilities and Services Review Board's web site and sent to the State Representative and State 
Senator of the district in which the health care facility is located. In addition, the health care facility 
shall provide notice of closure to the local media that the health care facility would routinely notify 
about facility events. 

8. 	Provide attestation that the facility provided the required notice of the facility or category of service 
closure to local media that the health care facility would routinely notify about facility events. The 
supporting documentation shall include a copy of the notice, the name of the local media outlet, the 
date the notice was given, and the result of the notice, e.g., number of times broadcasted, written, 
or published. Only notice that is given to a local television station, local radio station, or local 
newspaper will be accepted. 

7e-/ 



REASONS FOR DISCONTINUATION 

The applicant shall state the reasons for the discontinuation and provide data that verifies the need for the 
proposed action. See criterion 1110.130(b) for examples. 

IMPACT ON ACCESS 

1. Document that the discontinuation of each service or of the entire facility and whether or not it will 
have an adverse effect upon access to care for residents of the facility's market area. 

2. Document that a written request for an impact statement was received by all existing or approved 
health care facilities (that provide the same services as those being discontinued) located within 
45 minutes travel time of the applicant facility. 

APPEND DOCUMENTATION AS ATTACHMENT 10, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 
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READ THE REVIEW CRITERION and provide the following required information: 

1. A listing of all health care facilities owned or operated by the applicant, including licensing, and 
certification if applicable. 

2. A certified listing of any adverse action taken against any facility owned and/or operated by the 
applicant during the three years prior to the filing of the application. 

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify the 
information submitted, including, but not limited to: official records of DPH or other State 
agencies; the licensing or certification records of other states, when applicable; and the records of 
nationally recognized accreditation organizations. Failure to provide such authorization shall 
constitute an abandonment or withdrawal of the application without any further action by 
HFSRB. 

4. If, during a given calendar year, an applicant submits more than one application for permit, the 
documentation provided with the prior applications may be utilized to fulfill the information 
requirements of this criterion. In such instances, the applicant shall attest that the information 
was previously provided, cite the project number of the prior application, and certify that no 
changes have occurred regarding the information that has been previously provided. The 
applicant is able to submit amendments to previously submitted information, as needed, to 
update and/or clarify data. 

APPEND DOCUMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN 
ATTACHMENT 11. 

BACKGROUND OF APPLICANT 

SECTION III. BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES 
- INFORMATION REQUIREMENTS 

Not Applicable 

This Section is applicable to all projects except those that are solely for discontinuation 
with no project costs. 

Background 

Criterion 1110.230 — Purpose of the Project, and Alternatives (Not applicable to 
Change of Ownership) 

PURPOSE OF PROJECT 

1 	Document that the project will provide health services that improve the health care or well-being 
of the market area population to be served. 

2 	Define the planning area or market area, or other relevant area, per the applicant's definition. 

3. Identify the existing problems or issues that need to be addressed as applicable and appropriate 
for the project. 

4. Cite the sources of the documentation 

5. Detail how the project will address or improve the previously referenced issues, as well as the 
population's health status and well-being. 

6. Provide goals with quantified and measurable objectives, with specific timeframes that relate to 
achieving the stated goals as appropriate.  



For projects involving modernization, describe the conditions being upgraded, if any. For facility projects, 
include statements of the age and condition of the project site, as well as regulatory citations, if any. For 
equipment being replaced, include repair and maintenance records. 

NOTE: Information regarding the "Purpose of the Project" will be included in the State Board 
Report 
APPEND DOCUMENTATION AS ATTACHMENT 12,  IN NUMERIC SEQUENTIACORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. EACH ITEM (14) MUST EIE IDENTIFIED IN 
ATTACHMENT 12. 

ALTERNATIVES 

1) 	Identify ALL of the alternatives to the proposed project: 

Alternative options must include: 

A) Proposing a project of greater or lesser scope and cost; 

B) Pursuing a joint venture or similar arrangement with one or more 
providers or entities to meet all or a portion of the project's intended 
purposes; developing alternative settings to meet all or a portion of the 
project's intended purposes; 

C) Utilizing other health care resources that are available to serve all or a 
portion of the population proposed to be served by the project; and 

D) Provide the reasons why the chosen alternative was selected. 

2) Documentation shall consist of a comparison of the project to alternative options. 
The comparison shall address issues of total costs, patient access, quality and 
financial benefits in both the short-term (within one to three years after project 
completion) and long-term. This may vary by project or situation. FOR EVERY 
ALTERNATIVE IDENTIFIED, THE TOTAL PROJECT COST AND THE 
REASONS WHY THE ALTERNATIVE WAS REJECTED MUST BE PROVIDED. 

3) The applicant shall provide empirical evidence, including quantified outcome data 
that verifies improved quality of care, as available. 

APPEND DOCUMENTATION AS ATTACHMENT' 13,  IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPUCATION FORM. 
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SECTION VII. 1120.130 - FINANCIAL VIABILITY 

Not Applicable 

All the applicants and co-applicants shall be identified, specifying their roles in the 
project funding or guaranteeing the funding (sole responsibility or shared) and 
percentage of participation in that funding. 

Financial Viability Waiver 

The applicant is not required to submit financial viability ratios if: 
1. "A" Bond rating or better 
2. All of the projects capital expenditures are completely funded through internal sources 
3. The applicant's current debt financing or projected debt financing is insured or anticipated to be 

insured by MBIA (Municipal Bond Insurance Association Inc.) or equivalent 
4. The applicant provides a third party surety bond or performance bond letter of credit from an A 

rated guarantor. 

See Section 1120.130 Financial Waiver for information to be provided 
APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall 
provide viability ratios for the latest three years for which audited financial statements are available 
and for the first full fiscal year at target utilization, but no more than two years following project 
completion. 	When the applicant's facility does not have facility specific financial statements and the 
facility is a member of a health care system that has combined or consolidated financial statements, the 
system's viability ratios shall be provided. 	If the health care system includes one or more hospitals, the 
system's viability ratios shall be evaluated for conformance with the applicable hospital standards. 

Historical 
3 Years 

Projected 

Enter Historical and/or Projected 
Years: 

Current Ratio 

Net Margin Percentage 

Percent Debt to Total 
Capitalization 

Projected Debt Service 
Coverage 

Days Cash on Hand 

Cushion Ratio 

Provide the methodology and workshee s utilized in determining the ratios detailing the 
calculation and applicable line item amounts from the financial statements. 	Complete a 
separate table for each co-applicant and provide worksheets for each. 

2 	Variance 

Applicants not in compliance with any of the viability ratios shall document that another 
organization, public or private, shall assume the legal responsibility to meet the debt 
obligations should the applicant default. 

APPEND DOCUMENTATION AS ATTACHMENT 18 IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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SECTION VIII. 	1120.140 - ECONOMIC FEASIBILITY 

This section is applicable to all projects subject to Part 1120. 

Not Applicable 

A. Reasonableness of Financing Arrangements 
The applicant shall document the reasonableness of financing arrangements by 
submitting a notarized statement signed by an authorized representative that attests to 
one of the following: 

1) That the total estimated project costs and related costs will be funded in total with 
cash and equivalents, including investment securities, unrestricted funds, 
received pledge receipts and funded depredation; or 

2) That the total estimated project costs and related costs will be funded in total or 
in part by borrowing because: 

A) A portion or all of the cash and equivalents must be retained in the 
balance sheet asset accounts in order to maintain a current ratio of at 
least 2.0 times for hospitals and 1.5 times for all other facilities; or 

B) Borrowing is less costly than the liquidation of existing investments, and 
the existing investments being retained may be converted to cash or 
used to retire debt within a 60-day period. 

B. 	Conditions of Debt Financing 

This criterion is applicable only to projects that involve debt financing. The applicant shall 
document that the conditions of debt financing are reasonable by submitting a notarized 
statement signed by an authorized representative that attests to the following, as 
applicable: 

1) That the selected form of debt financing for the project will be at the lowest net 
cost available; 

2) That the selected form of debt financing will not be at the lowest net cost 
available, but is more advantageous due to such terms as prepayment privileges, 
no required mortgage, access to additional indebtedness, term (years), financing 
costs and other factors; 

3) That the project involves (in total or in part) the leasing of equipment or facilities 
and that the expenses incurred with leasing a facility or equipment are less costly 
than constructing a new facility or purchasing new equipment. 

C. 	Reasonableness of Project and Related Costs 

Read the criterion and provide the following: 

1 	Identify each department or area impacted by the proposed project and provide a cost 
and square footage allocation for new construction and/or modernization using the 
following format (insert after this page). 
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE 
A B C D E F G H 

Department 
(list below) Cost/Square Foot 

New 	Mod. 
Gross Sq. Ft. 

New 
Circ.* 

Gross Sq. Ft. 
Mod. 
Circ.* 

Const. $ 
(A x C) 

Mod. $ 
(B x E) 

Total 
Cost 

(G 4. H) 

Contingency 

TOTALS 
* Include the percentage (%) of space for circulation 

D. 	Projected Operating Costs 

The applicant shall provide the projected direct annual operating costs (in current dollars per 
equivalent patient day or unit of service) for the first full fiscal year at target utilization but no 
more than two years following project completion. Direct cost means the fully allocated costs of 
salaries, benefits and supplies for the service. 

E 	Total Effect of the Project on Capital Costs 

The applicant shall provide the total projected annual capital costs On current dollars per 
equivalent patient day) for the first full fiscal year at target utilization but no more than two years 
following project completion. 

APPEND DOCUMENTATION AS ATTACHMENT 19, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 



SECTION IX. SAFETY NET IMPACT STATEMENT (DISCONTINUATION ONLY) 
SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL 
SUBSTANTIVE PROJECTS AND PROJECTS TO DISCONTINUE STATE-OWNED HEALTH CARE 
FACILITIES [20 ILCS 396015.4]: 

1. The project's material impact, if any, on essential safety net services in the community, to the extent 
that it is feasible for an applicant to have such knowledge. 

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety 
net services, if reasonably known to the applicant. 

3. How the discontinuation of a facility or service might impact the remaining safety net providers in a 
given community, if reasonably known by the applicant. 

Safety Net Impact Statements shall also include all of the following: 
1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care 
provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the 
reporting requirements for charity care reporting in the Illinois Community Benefits Act. Non-hospital 
applicants shall report charity care, at cost, in accordance with an appropriate methodology specified by 
the Board. 

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid 
patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner consistent 
with the information reported each year to the Illinois Department of Public Health regarding "Inpatients 
and Outpatients Served by Payor Source" and "Inpatient and Outpatient Net Revenue by Payor Source" 
as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile. 

3. Any information the applicant believes is directly relevant to safety net services, including information 
regarding teaching, research, and any other service. 

A table in the following format must be provided as part of Attachment 40. 

AMITA Health Alexian Brothers Medical Center 
Safety Net Information per PA 96-0031 

CHARITY CARE 
Charity (# of patients) 2014 2015 2016 

Inpatient 408 311 125 
Outpatient 3,419 3,008 1,477 

Total 3,827 3,319 1,602 
Charity (cost In 
dollars) 

Inpatient $5,283,599 $2,531,000 $3,192,619 
Outpatient $4,196,401 $2,126,000 $1,973,431 

Total $9,480,000 $4,657,000 $5,166,050 
MEDICAID 

Medicaid (# of 
patients) 

2014 2015 2016 

Inpatient 2,333 1,074 3,806 
Outpatient 47,747 41,044 49,426 

Total 50,080 42,118 53,234 
Medicaid (revenue) 

Inpatient $13,796,842 $13,668,000 $24,917,316 
Outpatient $8,415,357 $8,288,000 $14,100,420 

Total $22,212,199 $21,956,000 $39,017,736 



File Number 
	4987-226-7 

To all to whom these Presents Shall Come, Greeting: 
I, Jesse White, Secretary of State of the State of Illinois, do hereby 
certify that I am the keeper of the records of the Department of 

Business Services. I certify that 
ALEXIAN BROTHERS MEDICAL CENTER, INCORPORATED IN TEXAS AND LICENSED TO 
CONDUCT AFFAIRS IN THIS STATE ON AUGUST 02, 1971, APPEARS TO HAVE COMPLIED 
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT 
OF THIS STATE, AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD 
STANDING AND AUTHORIZED TO CONDUCT AFFAIRS IN THE STATE OF ILLINOIS. 

In Testimony Whereof, I hereto set 

my hand and cause to be affixed the Great Seal of 

the State of Illinois, this 30TH 

day of OCTOBER AD. 2017 . 

Authentication *: 1730301838 verifiable until 10/3012018 

	Cht4.,1-e 	}fr)La. 
Authenticate at http://vnAnv.cyberdriveillinois.com 	 SECRETARY OF STATE ATTACHMENT 1 
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File Number 
	5322-408-3 

To all to whom these Presents Shall Come, Greeting: 
I, Jesse White, Secretary of State of the State of Illinois, do hereby 
certify that I am the keeper of the records of the Department of 

Business Services. I certify that 
ALEXIAN BROTHERS HEALTH SYSTEM, A DOMESTIC CORPORATION, INCORPORATED 
UNDER THE LAWS OF THIS STATE ON OCTOBER 03, 1983, APPEARS TO HAVE 
COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT 
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS 
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS. 

In Testimony Whereof, I hereto set 

my hand and cause to be affixed the Great Seal of 

the State of Illinois, this 20TH 

day of NOVEMBER A.D. 2017 . 

Authentication #: 1732400934 verifiable until 11120/2018 

	

QMtW itta 
Authenticate at: http://www.cyberdriveillinois.com 	 SECRETARY OF STATE 
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File Number 
	6783-860-2 

To all to whom these Presents Shall Come, Greeting: 
I, Jesse White, Secretary of State of the State of Illinois, do hereby 
certify that lam the keeper of the records of the Department of 
Business Services. I certify that 
ASCENSION HEALTH, INCORPORATED IN MISSOURI AND LICENSED TO CONDUCT 
AFFAIRS IN THIS STATE ON JUNE 27, 2011, APPEARS TO HAVE COMPLIED WITH ALL 
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS 
STATE, AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND 
AUTHORIZED TO CONDUCT AFFAIRS IN THE STATE OF ILLINOIS. 

In Testimony Whereof,I hereto set 
my hand and cause to be affixed the Great Seal of 
the State of Illinois, this 31ST 
day of MARCH A.D. 2017 . 

Authentication 0: 1/09001050 verifiable until 03/91/2010 
Authenticate at http://www.cybentivelllinotazom 	 SECRETARY OF STATE ATTACHMENT 1 



SECRETARY OF STATE ATTACHMENT I 

File Number 
	6964462-7 

To all to whom these Presents Shall Come, Greeting: 
1, Jesse White, Secretary of State of the State of Illinois, do hereby 

certify that I am the keeper of the records of the Department of 

Business Services. I certify that 
ALE3CIAN BROTHERS-AHS MIDWEST REGION HEALTH CO., A DOMESTIC 
CORPORATION, INCORPORA.TED UNDER THE LAWS OF THIS STATE ON SEPTEMBER 26, 
2014, ADOPTED THE ASSUMED NAME AM[TA HEALTH ON APRIL 14,2015, APPEARS TO 
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT 
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS 
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS. 

In Testimony Whereof,' hereto set 

my hand and cause to be affixed the Great Seal of 

the State of Illinois, this 31ST 

day of MARCH A.D. 2017 . 

Authentication ft 1709001642 verifiable well 03/3112018 

Authenticate at http://eam.cybettrlyellIncitcern  

23e- 



1OFFICIAL SEAL 
NANCY H. BRIGGS 

Notary Public - State of Illinois 
My Commission Expires 10/21 /2021 

SITE OWNERSHIP 

AMITA Health Alexian Brothers Medical Center's site is owned by Alexian Brothers Medical 

Center. 

errbach 
f Executive Officer 
TA Health Alexian Brothers Medical Center 

Subscrib 	d swop°, to me 
This dO day of  IU 1/164f.A.. , 20 / 

ATTACHMENT 2 



File Number 
	4987-226-7 

To all to whom these Presents Shall Come, Greeting: 
I, Jesse White, Secretary of State of the State of Illinois, do hereby 
certify that I am the keeper of the records of the Department of 
Business Services. I certify that 
ALEXIAN BROTHERS MEDICAL CENTER, INCORPORATED IN TEXAS AND LICENSED TO 
CONDUCT AFFAIRS IN THIS STATE ON AUGUST 02, 1971, APPEARS TO HAVE COMPLIED 
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT 
OF THIS STATE, AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD 
STANDING AND AUTHORIZED TO CONDUCT AFFAIRS IN THE STATE OF ILLINOIS. 

In Testimony Whereof,I hereto set 

my hand and cause to be affixed the Great Seal of 

the State of Illinois, this 30TH 

day of OCTOBER A.D. 2017 . 

Ceati..te 
ATTACHMENT 3 SECRETARY OF STATE  

Authentication #: 1730301838 verifiable until 10/30/2018 

Authenticate at: http:llwww.cyberdriveillinois.com 
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[Adventist Health System Sunbelt 
Healthcare Corporation 

(National Parent) 

Adventist Health 
System/Sunbelt, Inc. 

(National Parent Subsidiary) 

Adventist Hinsdale Hospital 1  
(Regional Parent — Illinois) 

	At 

Ascension Health 
(National Parent) 

1 Alexian Brothers Health System 
(Regional Parent — Illinois) 

Alexian Brothers-AHS Midwest 
Region Health Co. 

(JOC: operating and managing 
combined Regional System) 

'e——Th [, 

Bolingbrook 
Adventist 

Hospital 

,  

d/b/a 
Adventist 
Hinsdale 
Hospital 

Adventist 
Glen Oaks 
Hospital 

I . ) 
d/b/a 

Adventist 
La Grange 
Memorial 
Hospital 

Alexian 
Brothers 	Alexian Brothers 

Behavioral Medical Center 
Health Hospital  

Ascension - Adventist Joint Operating Company 

et Li  =legalentIty 

operating division of legal entity 

. 
' Once regulatory approval is obtained, the legal entity "Adventist Hinsdale Hospitar will change its name to "Adventist Midwest Health" and will establish 
°Adventist Hinsdale Hospltar and `Adventist La Grange Memorial Hospital" as d/b/a's for the licensed health care facilities it operates. 



DISCONTINUATION 

General Information Requirements  

1. AMITA Health Alexian Brothers Medical Center's ("ABMC's") inpatient pediatrics 

category of service, consisting of sixteen (16) beds will be discontinued. 

2. No other clinical services will be discontinued as a result of the Certificate of Exemption 

("COE") sought through this application. 

3. ABMC has notified the IHFSRB of a "suspension" of the pediatric inpatient program, 

with the last patient being discharged on or about October 30, 2017. Discontinuation, in 

the form of filing proper documentation with the IHFSRB will occur within thirty days of 

the COE's approval. 

4. A decision of the future use of the 16-bed nursing unit (5-West) has yet to be made. 

Among the potential uses under consideration is the conversion of the unit to a 

Medical/Surgical unit, which, if selected, would be done consistent with IHFSRB and 

1DPH requirements. 

5. Medical records and other pertinent information relating to services provided to 

pediatrics inpatients will be retained by ABMC, consistent with its records retention and 

maintenance policies. 

6. The proposed project is limited to the discontinuation of a single category of service, and 

therefore criterion 1110.130.a)6 is not applicable. 

ATTACHMENT 10 

0 
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7. It is anticipated that the State Board will publish appropriate legal notices relating to the 

proposed discontinuation. 

8. With the filing of this application, the applicants attest that the required notice of the 

anticipated category of service discontinuation was published on November 16, 2017 in 

the Elk Grove Journal and Topics newspaper (copy attached). 

ATTACHMENT 10 
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Reason for Discontinuation 

The primary reason for the proposed discontinuation of inpatient pediatrics services at 

ABMC is the low census. Between 2013 and 2016, the annual average daily census ("ADC") on 

ABMC's 16-bed pediatrics unit ranged from 3.0 to 3.4 patients. The census dropped further in 

2017, with the January-October ADC being only 2.3 patients Monthly high of 3.9 patients and 

monthly low of 1.0 patient.). Such a low census level results in difficulties in recruiting 

personnel with a desire to work with a pediatric population, difficulties in staff's ability to 

maintain proficiencies, and difficulties in operating a unit in an efficient manner. 

Two trends have emerged during the past decade that are consistent with ABMC's 

experience. First, there is a greater reliance—particularly in the area of pediatric surgery—on 

outpatient care, as opposed to inpatient care. Second, inpatient pediatric care is being centralized 

in a limited number of hospitals, able to provide the required expertise as a result of a substantial 

patient census. In the case of AIvIITA Health, a decision has been made to invest capital in the 

development of pediatric programming on the AMITA Health St. Alexius Medical Center 

campus, located less than ten miles from ABMC. 

ATTACHMENT 10 



Impact on Access  

The proposed discontinuation of inpatient pediatric services at ABMC will have no 

substantial impact on the ability of residents of the hospital's service area to access care. 

Currently, there are nineteen providers of inpatient pediatric care within 45 minutes travel 

time (per MapQuest, adjusted 10/26/2017 2:15-2:40PM) of ABMC. Those hospitals are listed 

below: Presence Resurrection Medical Center, Chicago 

• Shriners Hospital for Children, Chicago 
• Swedish Covenant Hospital, Chicago 
• AMITA Adventist Hinsdale Hospital, Hinsdale 
• Northwestern Medicine Central DuPage Hospital, Winfield 

• Edward Hospital, Naperville 
• Elmhurst Memorial Hospital 
• Advocate Good Samaritan Hospital, Downers Grove 
• Loyola Health System at Gottlieb, Melrose Park 
• Loyola University Medical Center, Maywood 
• West Suburban Medical Center, Oak Park 
• Westlake Hospital, Melrose Park 
• Advocate Lutheran General Hospital, Park Ridge 
• Northwest Community Hospital, Arlington Heights 
• AMITA St. Alexius Medical Center, Hoffman Estates 
• Advocate Condell Medical Center, Libertyville 
• Advocate Good Shepherd Hospital, Barrington 
• Highland Park Hospital, Highland Park 
• Advocate Sherman Hospital, Elgin 

Letters, consistent with the requirements of Section 1110.130.c were sent to each of the 

hospitals listed above on November 27,2017. No responses were received. 

Confirmations of receipt are attached. 



by Certified Mail 
Delivery Receipt Requested 

October 26, 2017 

RE: Proposed Discontinuation of Inpatient 
Pediatrics Service at AMITA Alexian 

Brothers Medical Center 

Dear 

AMITA Health Alexian Brothers Medical Center intends to file a Certificate of 
Exemption ("COE") application with the Illinois Health Facilities and Services Review Board 
("IHISRB"), addressing the discontinuation of the hospital's inpatient pediatrics unit. The 
hospital will continue to operate a variety of pediatric outpatient programs. 

Through this letter and consistent with the provisions of Section 1110.130, you are 
requested, should -you elect to do so, to provide an impact statement, consistent with the 
identified requested information contained in the above-referenced section; including: 1) whether 
your hospital has or will have available capacity to accommodate a portion or all of A_MITA 
Health Alexian Brothers Medical Center's experienced caseload, and 2) whether any restrictions 
or limitations preclude providing service to residents of AMITA Health Alexian Brothers 
Medical Center's service area. 

The anticipated date for discontinuation is approximately December 31, 2017. 

During the 24-month period ending December 31, 2016, a total of 302 children were 
admitted to AMITA Health Alexian Brothers Medical Center's inpatient pediatrics unit. 

A copy of any response to this request received within fifteen days of your receipt of this 
letter will be forwarded to the IHFSRB. 

Sincerely, 

John Werrbach 
Chief Executive Officer 

ATTACHMENT 10 



SENDER COMPLETE THIS SECTION 

• Complete items  1,2. and & Also complete 
Item 4If Restricted DaDvery is docked. 

• Print your name and address on the reverse 
so that we can return the card to you. 

II Attach this card to the back of the mallplace,. 
Cr on:the tent If space permits. 

I. Ankle Addressed to: 

Northwest Community Hospital 
Stephen Scogna, President/CEO 

• 800 West Central Road 
Arlington Heights, IL 60005-2392 

COMPLETE THIS SECTION ON Of/VERY 

A. Sigrrabse 

X 

/Received by (Panted Name) 
he& 
	C. Date of DelNery 

D. Is delivery address digestion' item 1? El Yes 
El YES, enter delivery address bdovi: 	0 No 
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• Print your name and address on the reverse 
so that we can return the card to you. 

• Attila' this card to the back of the malIplece, 
or on the freed If space petmlts. 

1. Article Addressed to: 

AMITA Health St. Alexius Medical 
Center 
Len Wilk, President/CEO 
1555 Barrington Road 

• Hoffman Estates. IL 60169 

COMPLETE THIS SECTION ON DELIVERY 

alethajak, 	 Addnassee 
C. Date of Del 

D. Is delivery address 	from haul? 
If YES, enter delNely address below: 

3. ServiceVs 
0 Certified Mall 0 Express Medt 
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O insured wee 00.0.13. 

Yi 
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SENDER: COMPLETE THIS SECTION 

• Complete ROMs 1,2, and 3. Aso compete 
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• Print your Mine and address on the reverse 
so that We can return the card to you. 

• Attach this card to the back of the rnallpiece, 
or on the hunt If space permits. • 

8. Received by 
I

C. Date at Delivery 
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31 

D. ladelivey address difrannt from hem 1? n Yes 
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0 Addressee 
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edIfied Mati C Sprees Mail 

C Registered 	n Return Receipt for Merchandise 
Insured Mall 0 C.O.D.  
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_ - 
Advocate Sherman Hospital 
Richard Floyd, President 
1425 North Randall Road 
Elgin, IIS01232300 

4. Restricted Delivery? (E)cfra Foe) 	0 We 

2. Article Number 
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Ken Fishbain, CEO 
701 West North Avenue 
Melrose Park, IL 60160-1612 

COMPLETE TR'S SECTION PCLIVERY 

3. 	 lt/Ps 
edified Man • 1:1 Express mail 

Registered 	0 Return Receipt tor Merchandise 
• Insured Mall 	DO.OD.  

4. Restricted Delivery/ Metre Feel 

     

_ 
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tteensreemsee 

 



o Natty WI Egatea 
0 Registered Me 
0 =red Mel Resealed 

13 Rattan Reeder for 
Meniundlee 

C Signature Orflmiatinnus 
Signature Oonermation 

' 	Rimini:40d Delivery 

Dan esti° Return Receipt t 

a 

SENDER: COMPLETE THIS SECTION 

- 
• Print your name and address on the reverse 

so that we can return the card to you. 
• Mach this card to the back of the mallplece, 

or on the front if space permits. 
1. Article Addressed to: 

AMITA Ille-alticAdventist Medical 
Center, Bolingbrook 
Bruce Christian, President/CEO 
500 Remington Blvd. 

• Bolingbrook, IL 60440 

COMPLE /I: THIS SECTION ON DELIVERY 

A. 	r. 1 
rags; 

X 
	

0 lessee 
Nery 

D. Is delivery address .1474 . 1? 	ea 
YF_S, enter delivery -1!" 	OW: 	CI No 

	

S. Service Type 	 0 Pnoray Mall Express, 

	

0 Mit Signeture 	 1.1 Registered Mart 
Aditt Signature Flask:bed Delany 	0 flegizt.cS Mel Retaliated 

	

Mae 	 Debuy  
Cergned MP Resittoted Dean 	0 Return Receipt for 
Ceded on DelVelY 	 Maahandtse 

_.2.Artiche illirr.41:0311gddllatleliniCe.10.1aei._ .. . . .. 	
S.:1Pc4eatnn Deng neddeted Dern 0  Signature Odelinnatten," 

. Nat. 	 0 Spatter. Confametkat 

700 5 3110  own 2673 1665 • 	imazawaictaabeiwri 1  

; PS Form 3811, April 201 S PSN 7533-02-030-9053 Domestic Return Recelfit: 

 

  

COP.TPLETE THIS SECTION ON DELIVERY 
SENDER: COMPLLTE THIS SECTION 

 

  

• Complete items 1, 2, and 3. 
• Print your name and address °nibs reverse 

so that we can return the card to you. 
• 'Attach this card to the back of the mallplece, 

or on the tront If space permits. 
1. prtIcle Addressed to: 

• SwedishAmerican Hospital 
• Mark Newton, President/CEO 

1401 East State Street 
Rockford, IL 61104-2298 

11111111111111111111 11111 11111111111 
9590 9403 0584 5173 9819 98 

3. Service Typo 
murtsignature 
&kit Signature Reetrtidad Mean 

MIPS 
Denied Md Fteeninted Delany 
Coact al Delivery 

0 Wed on DeNary Metric:kid Delivery 

1111111111111111111111111101  
9590 9403 0564 5173 9819 89 

• 2.: 'Angle NtritedrinaDOT trTlifi.r_i°9.1!4?ef, 	 ....aw&mald man _ 	 . _ . oitiney . 
7005 3110 01203 2673 1656 -  —al  Restilotid  

PS Form 3811,442015 PSN 7530-02-000-9053 



SENDER: COMPLETE THIS SECTION. 

,mr "anti 

• Print your name and address on the reverse 
so that we can return the card to you. 

• AtiSch this cani to the back of the inallpleCe, 
or on the font if alone Permits. 

l_Article Addressart to: 
Presence Resurrection Medical Cente; 
John Baird, President/CEO 

• 7435 West Talcott Avenue 
Chicago, IL 60631-4455 

C01.4PLETE THIS SECTION ON DELIVERY 

A. aperture 
Agvnt 
Addressee 

B. Received by (Panted Name) 
	0. Dale of Delivery 

D. is delivery address aletntlaseibern,1? D Yes 
If YES, enter delivery addrias holey -.„Q No 

1111111111111110 1111111111111111 	

3. Servbe lype 
0 Acta Signature 
t. Adis Manna. Restrict/vet Delivery 
• Certified MSS 9690940305845173981965 	Cattried mom Resbieted 13•11very 

Callati on Dollvory 
0 COatton Delivery fleatitted Delivery Number_fikansfar fuensenice label) 

71:10 5 3110 '01323 2673.  1627 	r Rosblotod Deaver/ 

0 Priority Mall ExpreSee 
O RegIstarad Mar 
Wanyred Mil Realctod 

Retrn Reciept f9r 
Merchandss 

0 Signature Conformatkes 
%worn* Conlirrnslion 
ReStInd Dehery 

•. 

• 
• 

PS Form 3811, April 2015 PSN 7530-02-000-5353 
	 Domestic Return Receipt' ci 



1ype 
ed Melt DsiqxeesMall 

Resibued 	CI Return Recetpt for Merchendlte 1 
Insured MatlC ciao. 	• 

• 

, SENDER: COMPLETE THIS SECTION 

• Complete Items 1, 2, and S. Akar:, Complete 
Item 41! Restricted Delivery Is desired. 

sr Print your name and address an the wine 
so that we can return the card to you. 

• Attach SW3 card to the back of the meRplace, 
or on the front If space banks. 

1. Article Addressed to: 

COMPLETE THIS SECTION ON DELIVERY 

X 

 

  

   

D. is dummy wS1r,n,JtfflftOmksiflhl DYes 
If YES, enter delivery *Cam Wm: DNa 

Addresses 

North5hore Health5ystem 
Highland Park Hospital 
Jesse Peterson, President 
777 Park Avenue West 
Highland Park, IL 60035-2497 _ 

4. Redacted Delivery? (Etfra Fee) 
_ 

7 pi4 uld),oucla 1510 6159_ , 

N PS Form 3811, February 2004 . 	Domestic Return Receipt 
. 	 . 	_ 
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COMpLE TS THIS SECTION ON DLUVERY 

C. Date of Dekkly 

SENDER: COMPLETE nits SEC T It  

• Complete Items 1, 2, and 3. 
• Print your name and address on the reverse 

.so that we can return the card to you. 
• 'Attach this card to the back of the maniacs, 

or on the front If space permits. 
1. Artkle Addressed in: 	 — 

Elmhurst Hospital 
W. Piter Daniels, President/CEO 
155 E Brush Hill Road 

. Elmhurst, IL 60126 

El Agent 
\G-00t!i=1:3 Addressee 

C. Date of Dellvety 

D. Is delivery address dIffemnt from item 1/ In Yea 
If YES, enter delivery address below: 	CI No 

A. EtigliabAll 

X _ 

3. 5/wilco Type 
0 AduitSIgnature 

Siantruseseetritted Davey 
Certifietralff • 

Med MaltRIAilierl Davey 

2. Article Number pansfer fromservice Isbell 	0 Collect on DADAttiNakicrkd Delivery 
0 talent on 

7005 3110 0003 267116.69.  ..41oessmammeamy 

PS Form 3811, Apdi 2016 MN 753042-000-9053 

11111111111111111111111.  
9590 94090684 5173 9820 23 • 

: -REMety, Melt Rorer® 
El R,dsta Meges 

Mejecl Mail FtestrIctad 

tdrndRiceer 
0Ignsuse Cortfirmalon7 

0 Signature Confirmation 
Freeload Delivery 

Domestic Return Receipt r 
•. • 	. • 	- 	 . 	• 

SENDER: COMPLETE THIS SECTION 

• Complete itema 1, 2, and 3. 
• Print your name and address on the moue 

so that we cim return the card to you. 
• Attach MIS C8iti to the back of the magpies% 

or on the front If space permits. 
1. ArticlsMtheaaadto  

Shriners Hospitals for Children-Chicagg_ 
Jeffery Achmarn, MD, Chief of Staff 
2211 N. Oak Park Avenue 
Chicago, 11 60707-3392 

D. is d4eiy address different torn Item It 1:1 Yes 
If YES, enter delivery address below: 	NO 

3. Service Type , 	 1.3 PrbrIty MollExpreeerar 
0 Adult Signature 	 Cl Fretted Mani 
1=nlignetne Restricted Delver/ MS  ID 	 arestria 

MOD 
d 

Deigned Mid Frabtlad DettiAy 	CI Rettirii Receipt for 
. 

 	Cart on Weedy 	 Machencliee 

_2, Arfitlefium bet Maser from sqrvIce 1E00 	 A 0 COOS on Dewey Reentoted Delivery 0 tagratfur• Conffnerice" 
0 Signature Conermation 

- 	7005 3110 00(13 26?3 1641 	IM4Reablet10. 130;e1Y. 	:; narklad DallverY 

! PS Form 3811, Apra 2015 PSN 7530-02-0039053 Donlestio Return Receipt 
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COAIPL ETE IRIS SEC I /ON ON DELIVERY 

A. Signature 

X 
	

CI Addressee 

• 
; PS Font, 381 1 , April 2015 PSN M30-02-000-111153 

. . 

SENDER: COMPLETE THIS SECTION 

• Complete Items 1, 2, and 3. 
• Print yolk name and pddress on the reverse 

sothet we can return the card to you. 
a Attach this card to the back of the maplece1  

or on the front If space permits. 

Northwestern Medicine Central 
DuPage Hospital 
Brian Lemon, President/CEO 
25 North Winfield Road 
Winfield, IL 60190-1295 

1? 	Dente:ale Return Receipt ; 
• 

• - 

COMPLETE THIS SECTION ON DELIVERY 

Pr 
Bra 

D. le deavery 	different from earn 1? 0 
If YES, enter delvery address below 	1:1 No 

Agent 
0 kW:uses 

SENDER: COMPLETE THIS SECTION 

• Complete items 1, 2. end 3. 
• Print your name and address on the reverse 

so that we elm return the card to you. 
• Attach this card to the back of the maniacs, 

or on the front if space penntts.  
1. Arias Addressed to: _  

Edward Hospital 

I Pam ;Davis, President/CEO 
I  801 S. Washington Street 

Naperville IL 60540-7430 

_Cirstly(Pil fed e) Nam 
0 	e rid 

D. Is deliver/ edr l'Htfrorn Rem 1? 0 Yes 
If YES, gate, 	faldress below: 	1:1 NO 

C. Date of Delivery 

10111910111111111111115!MIEN 	

S. Service Type 
Adak Sleneen 

9403 0584 
 Adult Signabas Reeldated Dan 	/MI Restrict. 

	

9820 18 	Certifted Meg Resbloted Defter, • 13 Return Receipt far 
ed Malle 	

0 PrtrRY Mail &Priest 
0 Registered Marv,  

Cooed on Dewy 	 Merehenclee 
a 

	

2. Made Number (Ranee, from sarvIce le_t_f_eg _ 	C.LSY4StictrialrYReerstext ciamy 0 Senn Confirrethones 0  signature contknisio„ 

7005 3110  0003 2673 1580 	Mete 	 Rearleted tivivery 

a Service Type 
0 Aduk gagman 

Adult Sgnahre Restnated Delivery 
Maga 

Caret& MaO Reestoted ()armory 
0 Obileot on Osten 

2. Article Nurnber.piartgarfID171 SOIVICO tetteg 	ID °Sleet on Delver/ Rellerehld Marry 

0 Priority/4W Expreetat : 
Reglateed Mari 

0 MMeed Mei Reehlotr4P 

0 Ream lientept tar 
Merchandise 

0 Signature Cerrendionni 
El gignaluno Confernagai 

BeiTalcted Delany 

1111111111111111111111 11111111 II 
9590 9403 0564 6173 9320 09 

7005 3110 0003  2673 1672 	d msoistricted moan  ' 
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D. Is delivery address different1mM Item 11 0 Yee 
• If YES, enter delivery address Maw C No 

A. Signature 
0 Agent 

a..1\5-00;075=0 
C. Data of Delivery 

X 

SENDER: COMPLETE THIS SEC rioN 

• Complete items 1, 2, and 3. 
• Print your name and addmas on the reverse 
. 	so that we can returnthe crud to you. 
II Mach thls card to the back of the matiplece, 

or on the frOnt if space permits. 
1. Article Addressed to: 

Elmhurst Hospital 
W. Pe er Daniels, President/CEO 
155 E Brush Hill Road 

• Elmhurst, IL 60126 

3. Service Type 	 0,1trieillytrIell Sprees. 
CI Adult8Igneture 	 0 nediabreli Mary 

SignetunsliCistriclad Delivery 	0 M‘—trici Mali Restricted 
CedifledtrAaVID 

lied tilairiatatri-pelvery 	EttaRediseelltrtrir 

0 Collect on 4Y‘II4encloted Dawn 0 Signature Confernatice 0 'Collect cei 

j M  J1A811  . • 	
ibIgnetureCorillnatIon 

.1689  ' tr  li a 	awiry  ... 	 Reamed Warm 
, 	.  

Domestic Return Receipt i 

it 1111111101131111111111 
9593 9403 0584 5179 9820 23 

2. Article Nairobi! frrariari.s_r_32prn It:Wart/oho& 

7pus 3110 121203  2673,  
PS Form 3811, April 2016 PSN7530-02-000-9353 

le 

1 

SENDER: COMPLETE THIS SECTION 
	 COMPLETE THIS SECTION ON DELIVERY 

III Complete Items 1:2, and 3. 
• Print your name and address on the reverse 

so that we can return the card to you. 
• Attach this card to the back of the maliplece, 

or on the front if space permits. 

Shriners Hospitals for ChildrePthicag_Q 
Jeffery Achmam, MD, Chief of Staff 

i 	2211 N. Oak Park Avenue 
Chicago, IL 60707-3392 

• a Service Ikea . 	- 	a priaihma mamas 
a mutt SIgneure 	 0 Wintered Mery 

AdAt SkinatUre Rattled DelVerl 	0 MitvIZed Mtil Restricted 
Red Ma 

Cattlied Mal Restricted Oaten 	CI Return Reedit foe 
Coiled cin betray 	 Niarchencese 

	

gs..ktrtrieElimtret gitrtreer frPril €fircitrIS 1.00g, ...__ . „ a 	 niarliveWrestriated  aBrbia7 E 
7O5 311(3  00U3 2673 1641 	'14•11:FteStri,aPei.;erY. i i  I ibitictsti Deter/ 

Dortleebo Return liewelpt ': 

0 Ationk 
Addressee 

C. Date of Delivery 

  

D. Is d 	&Woos Cetera froin item it 0 Yea 
It YES, enter delivery address below: 	12 NV 

1111111111111111111111111111111111 
9590 9403 05645173 9619 72 
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SENDER: COMPLETE THIS SECTION 

• Complete Items 1, 2, and a 
• Print your name and address on the reverse 

so that we oim return the card to you. 
• Attach this card to the back of the manatees, 

or  on the front if space permits.  
1. Article Addressed to: _ .  

Edwe rd Hospital 

I Pam ;Davis, President/CEO 

8015. Washington Street 

Naperville IL 60540-7430 

COMPLETE- MIS SECTION ON DELIVERY 

A. Signature 

X 

bYfjQ&d Nang) 	C. Dale of Delivery 

D. Is delivery Yes 1? tem 	ID 
arise1,;(bc from  it 	 

If YES, ertiefekkii address below: CI Nb 

Appory.,,,,4111P Agent 
1:1 Addressee 

1111111111111111II 11111111111111 111 	

3. Service Type 
0 Adult Steatite 

Adrift Signature Reoldctod Wary 
ad Met 

Omitted Nell liostdoexf Mary 	' 
Crest on Daly 

2. Article Number (7/ansafrom eeMce M 	 _ • 	9_2?leci.°11  Delifverneeilitead Dowry 

7005 3110 0003 2673 1580 I to)? 

0 Prim* WM Emmett 
0 RegisteredMarl gyzned Restleted ' 

fleoett for 
Morchardbe 

o SIgigitute Confirtregoe 
0 Signature Cordinition 

Restricted Delivery 

PS Form 3811, April 2015 PEN 7530-02-000-9033 

SENDER: COMPLETE THIS SECTION 

Dorgestlo Rettmr Receipt ; 

COMPLETE THIS SECTION ON DELIVERY 

. • Complete Items 1, 2, and 3. 
el Print your name and address on the reverse 

so that we can return the card to you. 
• Math this card to the back of the magpies% 

or on the front if space permits. 
1, Article Addressed to- 

Northwestern Medicine Central 

DuPage Hospital 
Brian Lemon, President/CEO 

. 25 North Winfield Road 
Winfield, IL 60190-1295 

_ 	

hu t111111111111111111 1111111E1El 
9590 9403 0E64 6179 9820 09 

D. Is delivery 	ass different from tternli CI Y 
If YES, enter delivery address below: 

Agent 
0 Addressee 

sly 

3. Service lYne 	 0 Neely Mat Express. . 
0 Adult Skim/Use 	 0 Registered Mar" 

Adult Scream Rostrictod NNW/ 	11 	uU Mar Restricted? 
Catlike Ma 
Ceotttlei Met Reebroted Delon 	0 Return Reser( for 

0 Oolient on Delvery 	 Merellsmese 
2.. Article Number alansfer_from sews *BO .., 	la coast on Drivery Restricted Delver/ 0 lirignevie Ote•Ineliallal 

0 Efini1118 Ganlirmatton 
7005 3110 0003 2673 1672 	"Mil Rosbedlat DethorY . 	Revliiciiiill ildlval 
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SENDER! COMPLETE THIS SECTION 
COMPLETE THIS SECTION ON DELIVERY 

• Damlete items 1,2, and 3. Also complete 
• nein 4 If Restricted Delivery Is &eked. 
• print your name and address on the TeVerae 

so that we can return the card to you. 
• Attach this card to the beck of the maitplece, 

or On the front If space permits. 

t Article Addesseed to: 

Advocate Good Shepherd Hospital 
;Karen A. Lambert, President 
450 West Highway 22 
Barrington, IL 60010-1901 

WA'S 	0 dresses 
AItetit 

D. Date atDellvery 

"t 	liaer  
D. Is daavey ackbessditterentture !Wail? C Yes 

It YES, enter dearer/ address below: 	0 No 

a Serebe liarpe 
XCerillted Mal 	Ewen Merl 
El Registered 	0 Ratan ReesIpt for Merchandbe 
17 Insured ma 0.0.0.D. 

4. Restricted Deantey? (Odra Fes) 0 Yes 

7014 0510 0000 1510 5671 
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SENDER: COMPLETE THIS SFCTOON 

•,Cerenlete Eternal, 2, end 3, Aka complete 
• !tern 4 liflestrIcted Delivery is desired. 
• PtInt your name and address on the reverse-

so that we can return the cud to you. 
111 Attach this card to the back of the =Apiece. 

Or on the front if space permits. 

1. Ankle AddresSed to: 

W-er.5irban Medical Center 
JOSalOttolino, CEO 
3 &ler:pun 

- Oak Park, ¶1. 60302-2599 

CrIMPLETE THIS SEC HUN ON DELIVERY 

A. Signature 	
A 

X 
	

CI Addressee 

B. Recasd by (Printed Name) 	• Me of Delivery 

,Stctottw  
7 

^— (5  
detNery address different tom Item -10 Yes 

It YES, Gnat detvery Sans below: 0 No 

TYP4  
Mal 	1:1 ExpressMO 

41 Reglideted 	Li Retro Receipt for Merchandise 
CI hawed Men C G.O.P. 

4. Restricted [lathery? (Wm Fee) 
	

0 yeti 

7001 1140 0001 6034 5937 

I_ PS Form 3811, Fel:misty 2004 	Domestic Return Receipt 102596.02-M-1640 



A Signature 

B. II 	(Prin Name) 
4Af CUt{C2CC  

damy address different from Darn 1? 0 Yes 
It YES. enter delivery address beim 	El No 

X 
	

tee 
B. 	As— t-whi• 	nted Name) 

-4 eli"°.  

A941 
D. te Ivory edrkess 

If YES, enter 	*Wiese iteMl? ElYes  

kit 	\ cn 

- 

COMPLETE THIS SECTION ON DELIVERY 

v5;0Ir  
dr 

airti  
0. fuse oincery 

No 

SENDER: COMPLETE THIS SECTION 

• Complete Items 1,2. and 3. Also complete 
item 4 If Restricted Delivety Is desired. 

• print your name and address on the reverse 
so that we can return the card to you. 

re Attach this card to the back of the mailplece, 
or on the front If space permits. 

1. Artiste Athiressat to: 

I Westlake Hospital 

11 	Mike DiTorco, CEO 
122.5 Lake Street 
Melrose Park, IL 60160-4039  

COMPLETE THIS SFCT:ON ON DELIVERY 

1 341-elletlfiecl Mall 0 Express MS 
Registemd 	0 Return Redelpt for Merchandise 

CI Insured Mall 	CI 0.0.D. 	' 

4. Restricted Delivery? Para F1?) . 	"P'. tror 

7001 - 1140 0001 6034 5944 
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„..; 10259 2M-1. 
.... . - 

   

    

7. 

SENDER: COMPLETE THIS SECTION 

• Domplete items t2. and 3. Also complete 
Item 411 Restricbsd Delhiety Is desired. 

ie Rtnt your name and address on the reverse 
so that we can return the card to you. 

11 Attach this card to the back of the mallpiece. 
or on the kart If space permits. 

1. Article Addressed tr. 

AdvoCate Good Samaritan Hospital 
David Pax, President/CEO 
3815 gighland Ave. 
Downers,GroVe, IL 60515-159 

iype 

Reck:tend 	 Receipt for sierchencase 
13 Insured Mall GI can  

d. Besotted DetNegy? (Ddra Fee) 	1:1Yee 

71301 1140 U001 6034 5951 

1, PS Fain 3811, February 2004 	Domestic Return ReceIla iceses-mamsdo 



SAFETY NET STATEMENT 

The proposed project, which is limited to the discontinuation of AMITA Health Alexian 

Brothers Medical Center's ("ABMC's") inpatient pediatrics category of service will have no 

material impact on the provision of safety net services to the communities traditionally served by 

ABMC. Pediatric care is trending away from inpatient services, and the inpatient pediatric care 

continuing to be provided is gravitating toward "centers of excellence". 

ABMC's sister hospital, AMITA Health St. Alexius Medical Center ("SAMC"), which is 

located less than ten miles away, offers a broad spectrum of primary and secondary care pediatric 

services on an inpatient as well as an outpatient basis. SAMC operates under the same 

admissions and charity care policies and under the same third party contracts as ABMC. As a 

result, members of the community will not experience any barriers to admission at SAMC as a 

result of the proposed discontinuation at ABMC. In addition, there are eighteen other hospitals 

providing inpatient pediatric care located within a 45 minute travel time, each with excess 

capacity. 

It is not anticipated that the proposed discontinuation will result in any substantive impact 

on any other provider, due in part to the low number of pediatric admissions experienced by 

ABMC. During 2016, ABMC averaged only 3.5 pediatric admissions a week. 

ATTACHMENT 20 



me. 

ncerely, 

ob M. Axel 
President 

r-os Z- 7 
Axel & Associates, Inc. 

MANAGEMENT CONSULTANTS 

December 12, 2017 

Ms. Courtney Avery 
Administrator 
Illinois Health Facilities and 

Services Review Board 
525 West Jefferson 
Springfield, IL 62761 

Dear Courtney: 

s  r- ftEcE 
DEC 1  3 	i 

HEALTH FiCtw 
SERVICES REVIEW 

BURK%) 

Enclosed please find two copies of a Certificate of Exemption application 
addressing the discontinuation of AMITA Health Alexian Brothers Medical Center's 16-
bed inpatient pediatrics unit in Elk Grove Village, Illinois. Also enclosed is a check, in 
the amount of $2,500.00, as a filing fee. 

Should any additional information be required, please do not hesitate to contact 

enclosures 

675 North Court, Suite 210 	 Phone (847) 776-7101 
Palatine, Illinois 60067 	 Fax (847) 776-7004 
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